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Colonoscopy is a commonly-performed procedure for the diagnosis, treatment, and surveillance of colorectal disease. Transient gastrointestinal symptoms after colonoscopy have been reported in up to one-third of the patients, but serious complications are uncommon. The incidence of perforation is reported to range from 0.003% to 0.8% for diagnostic colonoscopy and from 0.15% to 3% for therapeutic colonoscopy. The authors of the present study reported a 0.3% incidence of perforation from colonoscopy, which is an acceptable rate \[[@B1]\].

Colonoscopic perforation is associated with high morbidity and mortality, with estimated 30-day morbidity and mortality rates of 21%-53% and 0%-26%, respectively. Therefore, prompt diagnosis and optimal treatment are common \[[@B2], [@B3]\]. Colonoscopic perforations may be managed operatively or conservatively. Conservative treatment includes bowel rest, intravenous fluids, and antibiotics to limit peritonitis and to allow the perforation to seal. Several large studies have reported that many patients with perforations may be conservatively treated with success. Factors to consider in therapeutic decision making are the degree of peritoneal contamination, which depends on the type of perforation mechanism, the colonic preparation for the colonoscopy, and the interval between the diagnosis and the treatment \[[@B4]\].

The surgical procedures include primary repair, resection, and anastomosis or colostomy. The specific operative procedures used will depend on the size of perforation, the degree of peritoneal soilage, the presence of an associated colonic pathology, the stability of the patient, and the overall underlying condition of the patient. Many studies have emphasized that prompt diagnosis is one of the most important prognostic factors after colonoscopic perforation because the severity of peritoneal contamination depends on the duration of contamination, as well as the size of perforation. A recent study of 165 patients with a colonoscopic perforation showed that patients presenting after 24 hours were more likely to have feculent contamination (P = 0.02) and to need a stoma than patients presenting earlier (P = 0.02). The study also demonstrated that morbidity was nearly twice as high in patients presenting after 24 hours, although that finding was not statistically significant. If peritoneal soilage is significant, a major operation, such as a bowel resection or a colostomy, will be required \[[@B5]\].

The authors of \"Prompt Management is Most Important for Colon Perforation After Colostomy\" focused on operation type according to the timing of the diagnosis \[[@B6]\]. As we expected, a major operation was done much more frequently for patients who were diagnosed with a perforation longer than 24 hours after the colonoscopy. Although those authors showed an association of operation type with prompt diagnosis of a colonoscopic perforation, factors that may been related to the treatment method for a colonoscopic perforation were not analyzed. Other than the timing of the diagnosis, bowel preparation status, medical comorbidities of the patients, and the size of the treated polyp/mass in the case of a therapeutic colonoscopy will also affect the severity of a colonoscopy-associated perforation. In terms of operative type, the authors categorize colonoscopic clip application and primary closure (laparotomy or laparoscopy) into the same category. I think these types of treatments should be classified differently because primary closure needs both general anesthesia and surgery, which have the potential to do more harm than colonoscopic intervention.

The most common site of a colonoscopic perforation has been reported to be the sigmoid colon. Therefore, trying to locate the perforation site by using an air leak test, which the authors describe in their \"DISCUSSION\" section, may be useful in many cases, but the ability of the air leak test to locate the perforation may be limited, depending on the site of the perforation. Perforations that occur in the proximal colon are difficult to detect by using this method.

Although a couple of issues with respect to this topic remain to be considered, the authors of this study collected and analyzed medical information on consecutive cases at a single institution. Based on the results of this study, the time between the colonoscopy and the diagnosis is one of the most important factors that determine the type of treatment and the prognosis.
